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EXECUTI VE SUMVARY

Despite great inprovenents in recent decades, the health
of Native Anericans continues to |lag behind that of the
overall United States population. For the period In 1989-
1991, life expectancy was still about three years shorter for
| ndi ans than for the U S. white population. Mst of the mgjor
causes of death that are considerably nore preval ent anong
I ndi ans than anong other Anericans are related to individual
behavi ors, especially alcoholism diabetes and intentional and
unintentional injuries. Thus, any efforts aimed at
substantially reducing nortality and inproving health anong
Nati ve Anmericans nust recogni ze the inportance of the behavior
of individuals and not be limted to the provision of nedical
care.

This joint CDC/IHS report describes the results of a
1995- 1996 Heal th Assessnent Survey carried out anong the
Tri bal nmenbers of three Tribes |ocated within the Nashville
Area:

(1) the M ssissippi Band Of Choctaw I ndi ans, Philadel phi a,

M ssissippi, a tribe living on the tribal reservation in

east central M ssissippi;

(2) the Passamaquoddy Pl easant Point Tribe, Perry, Maine,
living on the coast of M ne, and,

(3) the St. Regis Mhawk Tribe, Hogansburg, New York, a tribe
living on the US/ Canadi an border in northern New YorKk.

The goals of the survey were:

. To |l earn the extent to which nmenbers of these three
Nashville Area tribe are practicing sel ected behaviors
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t hat pose risks to their health and well-being, and
. To neasure the preval ence of certain health conditions

which are related to behavi or.

The topics exam ned in the survey included:

. bl ood pressure control,

. chol esterol screening,

. t obacco use,

. al cohol consunption

. drug use,

. wei ght and di et

. physi cal activity,

. di abet es,

. cancer screening,

. mat ernal and child heal th,
. fam |y pl anning,

. Al DS know edge,

. stress,

. injury prevention,

. and, health care utilization.

The Health Assessnent Survey was a popul ati on-based, face-to-
face survey of a representative sanple of tribal nenbers who
were at | east 18 years of age and living on the tribal
reservation. O the selected individuals living in the survey
area of the three Tribes:

St. Reqgis Mohawk Tri be:

404 were successfully interviewed, of whom 198 were nen
and 206 were wonmen. A summary chart of selected results
of the survey is attached.

M ssi ssi ppi Band of Choctaw Tri be:

605 were successfully interviewed, of whom 304 were nen
and 301 were wonen. A summary chart of selected results
of the survey is attached.

Passanmaquoddy Pl easant Point Tri be:
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436 were interviewed, of whom 192 were nen and 244 were wonen.

A summary chart of selected results of the survey is attached.

| NTRODUCTI ON

Despite great inprovenents in recent decades, the health
of American Indians and Al aska natives continues to | ag behind
t hat of the overall United States popul ation (Rhoades et al.,
1987a). For the period 1989-1991, |life expectancy was still
about three years shorter for Indians than for the U S. white
popul ation. In sone segnents of the population there are even
greater differences in nortality. For exanple, the ratio of
Indian to white nortality rates fromages 25 to 44 is nore
than 2 to 1 (Indian Health Service, 1994). Native Anmericans
are much nore likely to die from al cohol rel ated causes,

di abetes, accidents, and hom ci de and suicide than the U S.
popul ati on as a whol e.

In recent years, cardiovascul ar and other chronic
di seases, intentional and unintentional injuries, alcoholism
di abetes, and nental illness have replaced infectious di seases
as the |l eading health problenms of Anerican |Indians and Al askan

natives. Because the preval ence of these conditions depends
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to a considerabl e degree on individual behavior, continued
heal th i mprovenents anong | ndi an people and the closing of the
heal th gap between I ndi ans and ot her Anmericans will depend to
a much greater degree than ever before on changes in behavi or,
rat her than on changes in the delivery and use of nedical
services (Rhoades et al., 1987b). (This does not nean that
econom ¢, social, political, and environnental factors do not
play roles in the health gap. Nor does it mean that changes
in social, economc, and other conditions will fail to have an

i mpact on Indian health and well-being.)

Recogni zing the inportance of individual behavior in
regard to health, the Indian Health Service (IHS), in
col |l aboration with Indian tribes, has given high priority to
t he devel opnent of health pronotion/di sease preventi on (HP/ DP)
activities, designed to help individuals and communities act
in ways to reduce risks to health (U S. Dept. of Health and
Human Services, 1980). Effective devel opnent, inplenentation,
and eval uation of health pronotion/di sease prevention prograns
and activities require the availability of data on the
preval ence of various health conditions and behaviors that
pose significant risks to health. However, such data do not
exi st for the vast majority of Anmerican |Indian popul ations.
This information hel ps to docunent the preval ence of sone

i nportant health risk behaviors and all ows neasurenent of the
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magni t ude of sone largely preventabl e probl ens.

St at ewi de Behavioral Ri sk Factor Surveillance Surveys
(BRFSS) are now carried out annually in alnost all states.
These surveys, done by tel ephone with technical assistance
fromthe Centers for Disease Control and Prevention, consi st
of the collection of data on a broad assortment of behaviors
related to health and other selected health-rel ated
information (Marks et al., 1985). However, these surveys have
not been of great value in |earning about health risk
behavi ors anong Native Americans. First, the statew de
sanples contain relatively few Native Anericans. Second, even
if there were |arger nunbers of Indian respondents, telephone
coverage anong Native Anericans is often quite | ow, causing
potentially significant biases in results. Third, sone issues
of considerable inportance in regard to the health of Indian
peopl e have not been included in the standard BRFS
gquesti onnaire.

In 1987, the IHS began coll aborating with Indian tribes
and with the Centers for Di sease Control and Prevention in the
devel opnent and i npl enmentation of health assessnent surveys
specifically designed for Anerican |Indian popul ati ons (I HS,
1988). These surveys consist of face-to-face interviews with
a probability sanple of specific |Indian popul ations. The
information collected in such surveys can contribute

substantially to the success of current and future health

Page 10 of 61



pronoti on/ di sease prevention activities.

In 1995, the M ssissippi Band OfF Choctaw I ndi ans,
Passamaquoddy Pl easant Point Tribe of Maine, the St. Regis
Mohawk Tribe of New York and the IHS Nashville Area Ofice
(covering nost of the United States east of the M ssissipp
Ri ver) agreed to carry out a Health Assessnment Survey anong
tribal menbers enrolled in these three Tribes living on their
respective reservations.

M SSI SSI PPl BAND OF CHOCTAW

The Choctaw reservation conprises 22,000 acres of trust
| and, consisting of seven communities scattered over a 5-
county area. The |argest community, Pearl River, with a
popul ati on of approxinmtely 3,000 of the total Choctaw
menbership of 8,200, is the seat of tribal governnment and is
| ocated in Neshoba County, just west of the town of
Phi | adel phia. The other communities are: Bogue Chitto (Big
Creek) and Tucker in Neshoba County; Red Water and Standing
Pine in Leake County; Conehatta (Pale Skunk) in Newton County;
Crystal Ridge in Wnston County and Bogue Homa (Red Creek) in
Jones County.

Conpari sons were nade with selected data fromthe
statewi de 1995 M ssi ssi ppi BRFSS tel ephone survey. To make
t he conparisons valid they were limted to BRFSS respondents
in the "rural” counties of the state. These were defined as

all counties in M ssissippi, except Desoto, Forest, Hancock,
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Harrison, Hinds, Jackson, Lauderdale, Lee and Rankin Counti es,
whi ch are counties with large towns or cities.
PASSAMAQUODDY PLEASANT PO NT TRI BE OF MAI NE

I n 1995, the Passamaquoddy Pl easant Point tribe of Miine and
the IHS Nashville Area O fice agreed that a BRFS would be carried out
anong nmenbers of the tribe. Included in the surveyed popul ation
woul d be those living in the vicinity of the Pleasant Poi nt
reservation (located at the eastern end of Maine near the town of
Perry) and those living el sewhere in the southern half of Washington
County. (This was defined as those living south of State Route 9,
which runs in an east-west direction and approximately divides the
county into northern and southern hal ves.)

Where possible, results were conpared to data for the state of
Mai ne gathered in the 1993 statew de Behavioral Ri sk Factor Survey.
Addi tional conparisons were made with the 1992 Health Interview
Survey and the 1990 National Survey OF Family Growth, both nationw de
surveys. A few of these conparisons are highlighted in this sunmary.
ST. REG S TRI BE OF NEW YORK:

In 1995, the St. Regis Mohawk tribe of New York State and
the IHS Nashville Area O fice agreed to carry out a Health
Assessnment Survey anong tribal menbers. |ncluded woul d be
t hose menbers living on the St. Regis Mbhawk reservati on and
in nearby towns. The reservation is |ocated at Hogansburg,
New York, which is in the northwest corner of Franklin County,

on the St. Lawrence River at the point where New York state
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and the Canadi an provinces of Ontario and Quebec neet. The
nearby towns included in the survey area were Massena,
Roosel vetown, Fort Covi ngton, Bonbay, Moira, Norfol k and
Mal one, New York, as well as Chenail (Snye) and St. Regis,
Quebec, and Cornwall Island, Ontario. The Mhawk reservation
straddl es the border between Canada and the United States.
Al t hough tribal nenbers may freely reside on either side,
there are separate tribal governments for the US and Canadi an
portions of the reservation and nenbers are on the enroll nent
list of either one tribal government or the other. Thus,
while sonme of this survey's respondents may be residing in
near by Canada, they are nenbers of the "Anerican" part of the
Mohawk tribe and were selected fromthat enrollnment |ist.
Conpari sons were nade with selected data fromthe
statew de 1993 New York BRFS tel ephone survey. To make the
conparisons valid they were limted to BRFSS respondents in 43
counties north of the New York city area which have no | arge
cities. Additional conparisons related to contraceptive
met hod use were made on a nation-w de basis with the 1990 Re-

I nterview Survey of the 1988 National Survey Of Famly G ow h.
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VETHODOLOGY

Survey design

All three Health Assessment Surveys were designed to
include a representative sanple of tribal nmenbers, 18 years of
age and older, living on their respective reservations in
M ssi ssi ppi, Miine and New York. Face-to-face househol d
interview ng was used. The Survey Coordi nators were
experienced with surveys, while the interviews were conducted
by tribal menmbers hired as interviewers for the duration of
the survey. Mdst of the interviewers had previously worked on
ot her Surveys. The survey staff participated in a four-day
orientation session imediately before the start of field
work. Interviews generally took four-six nonths.

The primary sanmpling frame for selection of respondents
was the IHS Service Unit Patient Register. Since the survey
was designed to collect information from an unbi ased sanpl e of
all adult tribal nmenbers living in the survey area, it was
i nportant for the sanple to be chosen froma relatively
conplete listing of the eligible popul ation.

M SSI SSI PPI BAND OF CHOCTAW

There were 2,162 male and 2,300 female tribal nmenbers on
the patient register list 18 years of age or older with
addresses in the survey area. An initial review of the I|ist
determ ned that 45 males and 60 femal es had subsequently noved

out of the survey area, and that 39 males and 11 femal es were
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deceased. This left 2,084 males and 2,229 fenal es avail abl e
for selection. A 20% sanple was sel ected, using a random
start and taking every fifth name, resulting in 863 nanes.

I nt ervi ewi ng began in Septenber 1995 and after some m nor

del ays was concluded in June 1996.

The distribution of the final interview status of those
863 i ndividuals, of whom 605 or 70.1% were successfully
interviewed, a satisfactory rate of conpletion. Because they
were tenporarily absent and/or were not found at hone after
repeated visits, 176 persons were not interviewed. A further
77 individuals, or 8.9% a typical percentage for this type of
survey, refused to be interviewed. O the remaining 5
i ndividuals, 4 were not interviewed for m scell aneous reasons
and 1 was hearing inpaired. PASSAMAQUODDY PLEASANT PO NT
TRI BE OF MAI NE:

The Passanmaquoddy Pl easant Point Health Assessnment Survey was
designed to include all tribal nmenbers, 18 years of age and ol der,
living in the defined survey area of south-eastern Maine. Face-to-
face household interviewing was used. Interviews were conducted by
tribal menbers, hired for the duration of the survey. The survey
field staff participated in a four-day training course imediately
before the start of field work. Interview ng began in July 1995 and
after sonme m nor del ays was concluded in March, 1996.

The primary sanpling frame for selection of respondents was the

tribal enrollment list. Since the survey was designed to collect
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information fromall adult tribal nembers living in the survey area,
it was inmportant that they be chosen was froma relatively conplete
listing of the eligible population. Fromthis list, 471 respondents
were selected for interview. O these people, 25 refused to be
interviewed and 10 could not be found. The renmaining 436 were

interviewed. Interviews were conpleted with 192 nen and 244 wonen.

ST. REG S TRI BE OF NEW YORK:

The St. Regis Mohawk Heal th Assessnment Survey was
designed to include a representative sanple of tribal nenbers,
18 years of age and older, living on or near the Mdhawk
reservation in northern New York State. Face-to-face
househol d i nterview ng was used. Interviews were conducted by
tribal menbers hired as interviewers for the duration of the
survey. The survey coordi nator was an enpl oyee of the health
departnment. The survey field staff participated in a four-day
training course immediately before the start of field work.

I nterviewi ng began in Septenber 1995 and after sone m nor
del ays was concl uded in June, 1996.

The primary sanpling frame for selection of respondents
was the tribal enrollnment list. Since the survey was desi gned
to collect information from an unbi ased sanple of all adult
tribal menbers living in the survey area, it was inportant for
the sanple to be chosen was froma relatively conplete listing

of the eligible population. There were 3180 tribal nenbers on
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the tribal enrollnment |list 18 years of age or older with
addresses in the survey area. A 25% sanple was sel ected,
using a random start and taking every fourth name, resulting
in 795 nanes. For various reasons, including permanent
absence (mlitary, education, enploynent el sewhere, prison,
etc.), deaths and recent change of residence, 342 nanes were
renmoved fromthe sanple |ist and 453 respondents were sel ected
for interview O these, 34 refused to be interviewed, 11
could never be found at hone or were tenporarily absent when
the survey ended and 4 were hearing inpaired or inconpetent.
Of the 453 individuals surveyed, 404 or 89.2% were
successfully interviewed, a satisfactory rate of conpletion
while only 7.5% refused.

Survey Cont ent

Si nce 1981, nmany state health departments, with technica
assi stance fromthe Centers for Disease Control and
Preventi on, have been using Behavioral Ri sk Factor
Surveill ance Surveys (BRFSS) to collect information on vari ous
heal t h-rel ated behavi ors anong state residents (Marks et al.,
1985). These surveys have permtted states to estimte the
preval ence of inportant health behaviors using relatively | ow
cost tel ephone survey net hodol ogy. Anmong the behaviors
covered in those surveys are tobacco use, al cohol consunption,
wei ght and diet, physical activity, blood pressure control,

and seat belt usage.
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The Health Assessnment Surveys included all of the above
topi cs and several others considered by tribal |eaders and the
| ndi an Health Service to be inportant health concerns anong
| ndi an people. (Sonme of these topics are now included in the
St at ewi de surveys.) These additional topics included:
consunpti on of specific Native Anmerican foods, drug use,
injury prevention, maternal and child health, famly planning,
health care utilization, stress, and know edge about AIDS

preventi on.
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FI NDI NGS5

SMOKI NG Cigarette snoking is the | eadi ng cause of

preventabl e death in the United States (Public Health Service,
1989). Snmoking has been shown to substantially increase rates
of premature death from cancer, coronary disease, and stroke.
Prior to this survey there were no popul ati on-based survey
data avail able on the preval ence of snoking anong USET tri bal
menbers.

Approximately fifty percent of nmen and twenty-five
percent of wonmen currently snoke cigarettes. This |evel of
current snmoking for men is alnost twice as high as the 1995
rates for non-Native men while the percentage of I|ndian wonmen
who currently snoke is alnost identical with the percentage of
non- Nati ve wonen and U.S. wonen as a whol e who snoke (Centers
for Disease Control and Prevention, 1994). For both sexes,
snmoki ng preval ence was | owest anong the ol dest respondents.

Al t hough not specifically shown, subtracting the
percent age of respondents who currently snoke from those who
have ever snoked yields the proportion of ever-snokers who
gave up cigarettes. The percentage of ever-snokers who have
quit is highest for both nmen and wonen at | east 55 years old,
probably a result of a |onger possible time to quit anong
ol der people and higher nortality anong snokers than non-
snokers.

SMOKELESS TOBACCO. Long-term use of snokel ess tobacco
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may i ncrease the risk of devel oping oral cancer and

peri odontal disease (Public Health Service, 1986). Since
snmokel ess tobacco contains nicotine, it may also help
contribute to tobacco addi cti on anong young users. Studies
have reveal ed wi despread use of snokel ess tobacco in severa
American I ndian popul ations, particularly in adol escents
(Centers for Disease Control, 1988a), including one survey

| ooki ng specifically at adol escents in the Pacific Northwest
(Hall and Dexter, 1988).

Surprisingly, nore wonen interviewed in this survey
reported they currently used snokel ess tobacco than nen. In
al nost no other Native Anerican popul ati on studi ed has the
preval ence of snopkel ess tobacco use by wonen been as high as
anong wonen. Anong both nmen and wonmen preval ence was hi ghest
anong those with | ess education. Mle respondents and nore
than half of wonen began using these products before age 15.

On the other hand, as was the case w th snoking
cigarettes, relatively few respondents used these products
heavily. Two-thirds of nale snokel ess tobacco users and 80%
of female users only used one can or pouch per week.

Most respondents had been counseled by a health
pr of essi onal on the risks of tobacco use. Four out of five
respondents believe that the use of snpkel ess tobacco is
harnful to one's health.

HEALTH STATUS: Respondents' perception of their general
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heal th status has been shown to be a good indicator of their
actual health status (ldler, 1993). Alnobst half of the Native
Anerican respondents feel that, in general, their health is
only fair or poor. As m ght be expected, this percentage
increases with age and is higher anong | ess well educated
peopl e and those who live in househol ds where the annual
income is less than $15,000. This question was phrased in an
i dentical manner in the statew de BRFS tel ephone survey, but
the |l evel of perceived poor health in the Native Anerican
popul ation is alnmost twice as high as in the general

popul ation. This difference between the two popul ati ons

exi sts across sub-groups exam ned, except those in househol ds
whose inconme is | ess than $15, 000 per year. Analysis of the
data on specific health conditions later in this report wll
shed light on the extent to which this perception has a basis
in fact.

CARDI OVASCULAR DI SEASE/ H GH BLOOD PRESSURE/ CHOLESTEROL:

Among Native Anmericans (as anong all Anericans),

cardi ovascul ar disease is the | eading cause of death (Indian
Health Service, 1994). High blood pressure or hypertension is
a condition that greatly increases the risk of coronary heart
di sease and strokes and contributes to di seases of the

ki dneys. Hypertension may begin early in life, with the risk
progressively increasing with age. Because the synptons of

hypertension are often not apparent to the victim it is
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i nportant that people have their bl ood pressure checked
routinely. For respondents aged 35 and ol der, the proportion
respondents who reported having their blood pressure checked
in the previous 12 nonths is high, nore than eighty percent
However, the data for State respondents is slightly higher.

Overall, twenty percent of respondents stated that they
had been told at | east twi ce that they were hypertensive.
This percentage increases with age and is simlar to the
correspondi ng |l evel found in state-w de BRFSS' s.

About two-thirds of men and wonmen are supposed to be
treating their high blood pressure with nedication. O those,
nore than three-fourths took their nedication the day before
the interview and four out of five report their high bl ood
pressure i s under control.

Clinical evidence has shown that increased |evels of |ow
density |ipoprotein or LDL-cholesterol are causally related to
an increased risk of heart disease, and risk of heart disease
ri ses progressively with cholesterol |evel, particularly when
chol esterol l|levels rise above 200 ng/dl. There is also
substantial clinical evidence that |lowering total LDL-
chol esterol |evels reduces the incidence of heart disease.

Al nost half of nmen and wonmen reported that they had never

had their chol esterol neasured and about one-fourth of nmen and
wonen did not know if it had ever been neasured. Another one-

fourth of men and wonen said that their chol esterol had been
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measured within the past year. These figures are |ess
favorabl e than those fromthe state BRFSS s.

Less than 10% of nen and | ess than five percent of wonen
reported that they had been told that their cholesterol |eve
was too high, which was about one-third the |l evel of State
BRFSS respondents. The percentage of nale respondents with
hi gh chol esterol shows no particular pattern according to
popul ati on sub-group, except that it is higher anong better
educat ed people. Moire than four of five respondents have been
told by a doctor or nurse howto |lower their chol esterol |evel
(data not shown).

| MMUNI ZATI ONS: Respondents were asked about three adult

I mmuni zations--tetanus, influenza and pneunococcus. It is
recommended that tetanus toxoid boosters be given every ten
years to maintain adequate i munity. Sixty-six percent of
respondents reported receiving a tetanus booster within the
| ast ten years, but this figure was nuch | ower for people in
t he ol dest age group. Since tetanus boosters are often
adm ni stered after trauma or in conjunction with treatnment for
ot her medi cal conditions, sonme people may have been unsure
about their tetanus booster status or confuse another
injection with a tetanus booster.

| nfl uenza and pneunobcoccal vaccines are recomended for
adults 65 and ol der and for people with certain chronic

di seases. While this survey shows that these vaccines were
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adm ni stered to people in all age groups, the highest

percent age receiving them was anong those 45 and ol der: about
hal f had received a flu vaccination in the previous year, but
only twenty percent had received a pneunococcus vaccination at
sonme point in their lifetine.

EXERCI SE: Moder ate exercise performed on a regul ar basis

is a positive |ifestyle behavior which can help to prevent or
al l eviate obesity, cardiovascul ar di sease, hypertension,
di abetes, nuscul oskel etal problens, respiratory di seases,
stress, depression, and anxiety (U S. Departnment of Health and
Human Services, 1996). Survey respondents were asked the type
of exercise they did nost often and the frequency of these
activities.

Those who did not typically engage in vigorous |eisure
time physical activity at |least three times per week for at
| east 20 m nutes were defined as sedentary and, therefore, at
increased risk for certain adverse health conditions. Three-
fourths of men and ei ghty percent of wonmen were classified as
sedentary according to this definition and there is little
variation by sub-group

Anong those peopl e who exercised, the nost comon type of
exerci se, by far, was vigorous wal king, which was the prinmary
form of exercise for at |east half of nen and wonen who
reported exercising.

The nost common reason for not exercising, which was
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stated by al nost nore than one-third of nmen and wonen, was

| ack of time. Another one-fourth said they were not
mot i vated, though a sim | ar percentage of people said they
were physically unable to exercise. Presumably health
education efforts could persuade those in the first group to
find forms of exercise which are not time consum ng, such as
j ogging for short distances, while those in the second group
could learn to overcone their lack of notivation.

DI SABI LI TIES: Respondents were al so asked whether a

di sability prevented them from working at a job, working
around the house or attending school. About 1 in 7
respondents reported they were conpletely unable to carry out
these activities (fully disabled) and 1 in 50 that they were
unable to do certain activities (partially disabled). The
figures appear to be relatively high. The percentage
reporting full disability increased dramatically with age and
was hi ghest at the | owest |evels of education and incone.
There was little variation in percentages of partial

di sability according to sub-group, except that it was highest
anong the ol dest respondents.

The types of disabilities reported by disabled
respondents. Included thirty-two percent reporting they
suffered from a physical handicap and nore than twenty percent
reported that they had an injury or accident. Approximtely

fifteen percent reported a stroke, heart attack, alcohol, drug
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or mental health problem

Respondents were further asked whether they had trouble
wal ki ng uphill or clinbing stairs for health reasons.
Thirteen percent of nmen and about twenty percent of wonen
reported this to be the case. This percentage, as m ght be
expected, increases dramatically with age from|l ess than 5% of
t hose under the age of 25 to al nost half of respondents over
the age of 54. The proportion of respondents with this
probl em was also twice as high anong respondents whose
househol d incone is |less than $15, 000 per year.

VEElI GHT: The Body Mass | ndex (BM =wei ght in kil ograns
squared divided by height in neters) is an effective nmeans to
determ ne whether an individual is substantially overwei ght
(Centers for Disease Control, 1986). Females with a BM of
27.3 or greater and males with a BM of 27.8 or greater are
classified as overwei ght.

Based on self-reported wei ght and hei ght nore than two-
thirds of all respondents were classified as overweight. The
preval ence of being overwei ght anong Native Anerican tri bal
menbers is approximately twice the percentage for the general
popul ation in alnmost all age and soci o-econom c categori es.
The proportion of tribal nembers who are overwei ght increases
sonmewhat into the m ddl e-age groups and decreases slightly in
t he ol dest age group.

More than 40% of overwei ght nen and wonen reported that
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t hey have been advised by a health professional to | ose wei ght
and that nmost (57% of men, 66% of wonen) were trying to | ose
wei ght at the tine they were interviewed. However, the survey
al so showed that approximtely one-fourth of men and wonmen who
were trying to | ose weight reported that they were neither
eating |l ess nor increasing their physical activity, to achieve
this goal. About one-third, reportedly, were both eating |ess
and exercising to | ose wei ght.

DIET/NUTRITION:. A diet high in fat has been shown to be
a risk factor for heart disease, sone cancers and being
overwei ght, which can contribute to diabetes and other chronic
conditions. Consequently, survey respondents were asked a
series of questions on how often they typically ate certain
hi gh-fat foods. These included various neat products, dairy
products, eggs and pastries. Respondents were also asked how
often they ate food not prepared at honme; i.e., food obtained
fromrestaurants, take-out establishnments and TV dinners. A
guestion was al so asked on the consunption of non-diet soft
drinks with a high sugar content.

Questions were asked concerning the reported frequency of
consunption of high fat foods and sugar-sweetened soft drinks.
I n general, wonen reported consum ng these types of food |ess
often than nen. Alnost half of nmen and al nost one-third of
women consune butter and margarine on a daily basis, while

wel | over seventy-five percent of nmen and women drink non-di et
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soft drinks at least 3 tines per week. Over two-thirds of nen
and nmore than half of wonen report they eat fried foods nore
than three tines per week. About one-third of nen and wonen
report that they eat frozen dinners at |east three tinmes per
week, though another one-third report they never eat these.

Al nost half of all respondents reported consum ng hanburger
and beef products at least 3 tinmes per week.

Al nost half of all nmen and nore than twenty-five percent
of wonen report they consune five or nore servings of the
fatty foods per day. The consunption of five or nore servings
of fatty foods decreases with increased age anong nen, but not
anong wonen.

The United States Departnment of Agriculture currently
recommends that individuals eat five or nore servings of fresh
fruits and vegetabl es each day. Less than ten percent of
survey respondents reported consum ng enough fruits and
vegetables to neet this recommendation. |In addition, about
twenty-five of all respondents report that they al nost never
consune fruits and veget abl es.

DI ABETES: Diabetes is a serious health problem anong
Native Americans in general. In the period 1989-1991, the
age-adjusted nortality rate from di abetes was 2.5 tines
greater anong Anerican Indians and Al aska Natives than for the
white population of the U S. (Indian Health Service, 1994).

In 1990, it was the third | eading reason for |HS outpatient
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visits (behind respiratory problens and otitis nmedia). In
light of the relatively high proportion of the popul ati on who
are overwei ght and the high preval ence of diabetes in Native
Ameri cans generally, it would not be surprising to find

di abetes to be relatively w despread in the survey popul ation.

It is recommended that individuals considered to be at
hi gh risk for di abetes (people who are markedly obese, have a
famly history of diabetes, or have a history of gestational
di abetes) be screened for diabetes (U S. Preventive Services
Task Force, 1989). This is especially inportant from about

age 40, when the probability of devel opi ng di abetes i ncreases.

Al nost half of men and two-thirds of wonmen reported being
tested for diabetes in the previous five years. As would be
expected, the proportion tested increases with age. Also, in
al nrost all segnments of the popul ati on hi gher percentages of
wonmen than nmen reported being tested. It is somewhat
encour agi ng that individuals who are overwei ght or who have a
famly history of diabetes were nore likely to have been
tested recently than were others.

One-fourth of nen and one-third of wonen reported having
been told they had di abetes. Like nobst popul ations, there is
a hi gher preval ence of diabetes anbng wonen than nen.

However, besides being nmuch higher than the correspondi ng
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percentages for the general popul ation, the percentages are
hi gher than nost other Native Anmerican popul ati ons studi ed.
The percentage of the population reporting di abetes increases
with age and is also higher for people with a famly history
of di abetes and who are overwei ght.

Not shown in a Chart is that anong wonen of chil dbearing
age who have been pregnant at | east once, about one in four
have been told at sonme point that they devel oped di abetes
during pregnancy. This is known as gestational diabetes,
whi ch may di sappear after pregnancy.

More than eighty percent of known di abetics are taking
insulin or oral medicine to control their diabetes, with tw ce
as many taking oral nedicine than insulin. These percentages
are simlar for nen and wonen, but three tinmes as many
di abetics under the age of 35 are not controlling their
di abetes with either remedy. Eighty percent of nmen and wonen
correctly took their nmedicine the day before the interview,

t hough again this percentage was nuch | ower for younger people
under the age of 35.

When asked how an individual m ght reduce his or her risk
of becom ng diabetic, only about one-half of the respondents
menti oned either diet control or exercise, which are the best
means of reducing one's ri sk.

ALCOHOL/ DRUG ABUSE: Many direct and indirect health

effects of al cohol abuse have been docunented. Anobng the
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direct effects are damage to the nervous system the liver
t he esophagus and pharynx, and other organs. Al cohol
consunption is the primary risk factor associated with notor
vehicl e accidents and injuries, and is often a contributing
factor to other types of accidents and violence and, thus, is
frequently an indirect cause of injury, disability, and death.
In addition to physical effects, alcohol abuse also can bring
about or contribute to profound famlial, social, enotional,
and econom ¢ probl ens.

In general, nortality attributed to al cohol is nuch
hi gher for Native Anmericans than for the United States
popul ati on as a whole. Anong Native Anericans the age
adjusted nortality rates for chronic liver disease and
cirrhosis are 3.5 tinmes higher than the national rate and for
mot or vehicle accidents are 2.6 tinmes higher than the national
rate (I ndian Health Service, 1994). However, there are few
data for specific Indian popul ations describing patterns of
al cohol consunmption. This survey allows exam nation of
reported patterns of al cohol use anpbng the three USET Tri bes
and conparison with the general.

Three-fourths of respondents reported having at |east 12
al coholic drinks during their lifetime (data not shown).
About two-thirds of nmen under the age of 35, as well as nost
ol der men reported that they started drinking before the age

of 17. Al nost sixty of wonen under the age of 35 reported
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t hey had begun consum ng al cohol before the age of seventeen,
conpared to only one-third of older wonen, indicating that the
trend anong wonen is to begin drinking at earlier ages. Mdre
t han one-third of nmen under the age of 35 started dri nking
before they were 15 years ol d.

Usi ng responses to a question on whether individuals had
consuned any al coholic beverages in the past nonth as an
i ndi cator of current al cohol use, it was found that male
survey respondents were approximtely ten percent nore likely
to be currently drinking than the non-Indian mal e popul ation
in general, while roughly simlar proportions of |Indian wonen
and non-Indi an wonmen currently drink. Anong both mal es and
females in this survey, the proportion of current drinkers was
| owest in the ol dest age group and anmong those with greater
i ncone.

Any respondent who reported having five or nore drinks on
at | east one occasion during the previous nonth was defined as
exhi biting acute al cohol use. Anobng Survey respondents,
approximately forty percent of the nmen and but |ess than ten
percent of wonen fell into this category. The percentages for
State Surveys were nuch | ower for nmen and wonen. The reported
preval ence of acute al cohol use anpbng both sexes is |ower
anong those over 54 years old and anmong nen in the | ower
education categories than in the younger and better educated

cat egori es.
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This survey also allowed estimation of proportions
exhi biting chronic al cohol use, defined as having an average
of two or nore alcoholic drinks per day. The overall results
showed greater |evels of chronic drinking anong Native nmen
t han anong nen in the general population. (Chronic drinking
was negligi bl e anong both Indian wonmen and non-1ndi an wonmen.)
About ten percent of Indian males were classified as chronic
drinkers, conpared to |l ess than five percent of non-Indian
men. Unlike acute drinking, the percentage of nen who
chronically drink is higher in the | ower education categories.
The few I ndian wonen who chronically drink are under the age
of 35.

Anot her way of | ooking at the preval ence of acute al cohol
consunption is to exam ne the usual state of individuals after
t hey have been drinking. About twenty percent of Native
American nen and about ten percent of Native American wonen
reported that when they drank, they usually drank enough to
become drunk or to pass out. These percentages are higher in
t he | ower education categories.

Twel ve percent of nen and | ess than ten percent of wonen
reported that they had driven after having had "perhaps too
much too drink" at |east once in the past nonth. These
figures are much higher for both sexes than the general
popul ation in every sub-group exam ned.

Questions were included on the Survey which conpared the
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proportion of nmen and wonen who rode with another driver
during the past nmonth who had too much to drink, and with
t hose who had done either (driven drunk thenselves or ridden
with another). The percentage who had done either
denonstrates those whose behavior puts them at risk because of
drinking and driving, and suggests that the overall health
ri sk caused by drinking and driving is nmuch greater than the
Charts alone inplies. The above figures rise to nmore than a
quarter of nmen and nore than twenty percent of wonmen under the
age of 45, indicating the safety of far nore people than those
who drive after drinking is being jeopardized by the use of
al cohol

The overall picture of alcohol use by tribal nmenbers is
m xed. The reported percentages of current drinking for both
sexes are about the sane as the general popul ation. However,
of those respondents who drink, reported | evel of acute and
chronic drinking are nmuch higher than reported | evels anong
t he general population. O her concerns are the greater
proportion of Indian people who report they drive after
consum ng al cohol and the general willingness to ride with
drivers who have been drinking conpared to the general
popul ati on. Since under-reporting of drinking is possible in
any survey, all the behaviors discussed may be nore preval ent
t han suggested in both the USET and the State surveys.

Use of psychotropic drugs is a controversial topic with
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medi cal , | egal, and phil osophical conmponents that society has
had difficulty resolving (Nadel man, 1989). The survey
reveal ed that marijuana and inhalants are the only illega
drugs reportedly used by Tribal nmenbers to any great extent,
and that use is largely by nen. About ten percent of nen
reported they used marijuana in the past year, which is nore
than four tines the proportion reported by wonen. Six percent
of men reported using inhalants in the past year. Only one
precent of men and few wonen reported recent use of "crack".
Since self-reports of the use of illicit drugs is al nost
certainly under-reported to sone extent, the figures presented
can be viewed as a lower limt of the true preval ence of use.

Regar di ng prescription drugs, relatively few men or wonen
reported using diet pills or tranquilizers. Mich of this use
was al nost certainly prescribed or | egal over-the-counter
pr eparations.

There was a sharp difference between nen over and under
25 years of age in recent use of marijuana, with |less than ten
percent of male respondents over age 25 reporting use in the
| ast year, but al nost one-fifth of younger nmen doing so. A
simlar pattern is seen anong wonen, even though the |evel of
use was nmuch lower. There was a simlar pattern for use of
i nhal ant s.

Conpari sons were nmade of the four |evels of drug or

al cohol use and driving. Wthout specifying who was driving,
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more than one-third of nen and but I ess than 10 percent of
women had ever been in an accident "involving drugs and/or

al cohol™”. In addition, approximtely ten percent of nen and
wonmen had been in such an accident during the past year

Al so, nore than one-fourth of nmen and about 10% of wonmen have
had their driver's |license suspended because of al cohol or
drug use, which would indicate that a substantial proportion
of the accidents reported may have been due to the
respondents' own use of drugs and/or alcohol. On the other
hand | ess than one percent of respondents reported having
driven one or nore tinmes in the past nonth after having used
drugs (data not shown).

| NJURY PREVENTION: In 1994, nortality from autonobile
accidents was 2.6 tinmes higher anmong Native Anmericans
nationally than anong Anericans as a whole. Likew se,
nortality fromother types of accidents was 2.7 tines higher
anong I ndians than for the entire United States. Information
was gat hered on various injury-related behaviors related to
not or vehicle accidents, as well as seat belt use, bicycle
saf ety helmets and the presence of snoke detectors.

The Questionnaire surveyed the respondents' invol venent
in car accidents in general. Alnost one-fourth of both nen
and wonen had been in a car accident in the past five years,
with higher proportions of younger people having been in an

acci dent than ol der people. More than half of those
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respondents who had been in an accident, or approxi mtely
fifteen percent of all respondents, were driving when these
accidents took place, with this percentage al so decreasing
with greater age. Eleven percent of respondents had been in
an accident in which soneone el se or they thensel ves were

i njured.

Less than one-third of Native American nen and wonen said
that they always or nearly always wear seat belts when riding
in a motor vehicle. These results were |ess than half the
correspondi ng percentages for State residents.

The Questionnaire also surveyed the results of the
failure to use seat belts regularly according to respondents’
characteristics. Failure to use a seat belt is higher anpng
people in the | ower education and income categories.

Among t he approxi mately one-third of respondents with a
child under four living in the household, alnost half reported
failure to regularly use a child safety seat when driving.

Rat es of non-use were higher anong those with | ess education
and anong those in the lower famly inconme category (less than
$15, 000) .

Among the respondents with one or nore famly menbers who
regularly roller blade, skateboard, ride a bicycle or go-kart,
regul ar use of a safety hel net was reported by about fifteen
percent .

Al rost 80% of respondents reported that there was at
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| east one snoke detector in their honme. The percentage was
| ower anong respondents over the age of 54. However, anpbng
t hose with snoke detectors, only half reported that the device
had been tested within the past year.
Since the Choctaw reservation is in a rural area, and the
two northern Tribes in Maine and New York are also rura
sites, the danger of accidents due to the use of both 3-wheel
and 4-wheel Al Terrain Vehicles (ATVs), tractors, fishing
boats, as well as nmotorcycles can be a problem Though | ess
than ten percent of respondents report that they regularly use
any of this type of equipnent (data not shown), eleven percent
of men and nore than five percent of wonmen said that they have
been injured in an accident on one of these machines. The
per cent age was hi ghest anong respondents aged 35 and over,
t hose in the higher education and i ncome categories and, as
m ght be expected, anong those who regularly ride this type of
equi pnment. It is significant that even anong those people who
do not use these machines regul arly, approximately 10 percent
of the occasional user has been injured on one of them
Twenty-si x percent of nmen and wonen said that there was
at | east one gun of any kind kept in their hone. Seventy-
three percent of nmen and nore than eighty percent of wonen
with a gun at hone said that they had not taken a course in
gun safety. More than half of nmen and wonen with a gun at

honme said that the gun or guns were left unlocked and a little
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| ess than ten percent of nmen and wonen reported that the gun
or guns were kept | oaded.

MATERNAL AND CHI LD HEALTH: The femal e respondents aged

18- 44, who had given birth since January, 1990, were asked
about cigarette snoking and al cohol consunption during their
nost recent pregnancy. On an average, about forty percent of
them reported that they snoked during their |ast pregnancy.
Despite this relatively high snoking preval ence during
pregnancy, nost of these wonmen did not snoke heavily. The

i nci dence of snoking while pregnant was hi ghest at fifty
percent of Passamaquoddy wonmen that continued to snoke during
pregnancy, while | ess than twenty percent of the Choctaw and
St. Regis continued to snoke whil e pregnant.

Ei ghty-ei ght percent of wonmen aged 18-44 who had given
birth since January, 1990 reported that they had not drunk any
al cohol during their nost recent pregnancy. O those who
reported drinking al cohol, the frequency of consunption was
low, only 2% reported that they drank nore than once per week.

Wonmen who had given birth in the five years |leading up to
the survey were asked about the planning status of their npst
recent pregnancy, i.e., whether they had intended to becone
pregnant at the tine they did. Statistics reveal a w de
disparity anong the three Tribes. It is safe to state that
nost pregnanci es are unplanned. Anong Passanaquoddy wonen

only approximately twenty percent of pregnancies are planned,
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about half of all pregnancies are planned at St. Regis, and
seventy percent of all Choctaw pregnancies are planned. Most
recent pregnancies were classified as mstinmed (i.e., the

not hers becane pregnant earlier than they woul d have |iked)
and many pregnancies were unwanted (i.e., the respondent

al ready had as many children as she wanted and desired no
more). Eleven percent of these wonen were not able to
categorize the pregnancy.

Al most all wonmen of the three Tribes reported receiving
prenatal care during their nost recent pregnancy, and al npost
two-thirds nmade 10 or nore visits for prenatal care. Seventy-
ni ne percent of wonmen who gave birth in the previous five
years began receiving prenatal care during the first trinmester
of their pregnancy. Nevertheless, five percent of the |ast
born infants were of |ow birth-weight; i.e., less than 2500
grams or about 5.5 pounds.

Breastfeeding is recommended because of proven health and
nutrition benefits for the infant. However, only | ess than
fifteen percent of wonmen who gave birth during the previous
five years breastfed their nost recently born child. Ninety-
two percent of nothers reported that their nost recently born
child had received a nedical checkup before he or she was four
nmont hs ol d.

Wonmen between 18 and 44 years of age and all nmen were

asked a series of questions concerning the use of nethods to
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avoi d pregnancy and prevent sexually transmtted di seases.

Overall, approximately half of all wonen aged 18-44 were
using sone nmethod of famly planning at the tinme of interview.
However, in State BRFS s nore than seventy percent of al
wonen of child bearing age are using sone type of
contraceptive nethod. Female sterilization (tubal |igation)
was the nost preval ent method of fam |y planning anbng survey
respondents, used by al nost one-third of wonmen, with the
contraceptive injection in a distant second place at five
percent, followed by oral contraceptives (the pill) and
Nor pl ant. Less than one percent of wonen and their partners
used condons.

As m ght be expected, the type of contraceptive nmethod
used differed by age. Fewer wonmen under the age of 30 had
conpleted their famlies, so relatively few, had been
sterilized, while many wonen 30-44 years had been sterilized.
On the other hand about ten percent of the wonen in the
younger age group were using the injection, conpared to only
2% in the ol der age group. Most |Indian wonen (30 years and
ol der) were sterilized and many fewer had partners who had a
vasect ony.

The maj or reason reported for not using a contraceptive
met hod by wonmen in this group was that they were not sexually
active (45%, followed by 19% who stated they were unable to

get pregnant and 14% who wanted to get pregnant.
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Less than twenty-five percent of nen reported that they
used condonms on at | east some occasi ons and an average of one-
fourth of the nen stated that they always used condonms. Many
nore men al ways used condons if they were younger, not married
and in the higher education categories.

CANCER: Avail abl e data suggest that American I|ndian
wonmen have a higher risk of devel opi ng cervical cancer than
t he general population of the United States, but a | ower risk
of devel oping breast cancer (Justice, 1988). Since screening
prograns can detect these cancers, as well as col o-rectal
cancer, early enough to reduce nortality, it is inmportant to
measure how many peopl e take advantage of these voluntary
progr ans.

The Indian Health Service has stressed the use of Pap
snmears as a neans of early detection of cervical cancer anong
wormren 18 years of age and ol der. More than ninety percent of
the femal e respondents in the survey reported having a Pap
snmear at some point in their lifetinme and nore than half had
one in the past year. These percentages were simlar to those
for State respondents. Younger wonmen and those in the higher
i ncome category were nore |likely than others to have had a Pap
snmear in the past year.

About sixty percent of wonmen over the age of 40 reported
having a mammogram in the past year, which is about half the

percent age of non-Indian wonen. |Indian wonen in the higher
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education and incone categories are nore likely to have had a
mammogram i n t he past year

Approxi mately fifty percent of I|ndian wonmen reported
having a breast exam by a clinician in the past year, which is
slightly Il ess than the proportion of non-I1ndian wonen who have
done so. Ten percent of Indian wonen reported never having
had a breast exam by a clinician.

Whi | e about three-fourths of Indian wonen had been taught
to do a nonthly self-exam nation for breast lunps, |ess than
hal f of women report doing so. Performng a nonthly breast
self-examis related somewhat to education level. Eight
percent of wonen had found a suspicious lunp requiring a visit
to a health professional

The survey asked all nmen and wonen over the age of 40 the
length of tine since their last rectal exam for cancer.

Thirty percent of tribal nenbers in this age group received an
examin the previous two years. This percentage is |ower

t hanby about fifty percent of people over 40 in the general
popul ati on of who have had a rectal examin the past two
years. However, approximately forty percent of Native
American respondents between the ages of 40 and 59 had never
had a rectal exam

HEALTH CARE UTI LI ZATION: Health Care Utilization

guestions in the Assessnment Survey included questions on

respondents' preferred neans of |earning about health and
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medi cal care, their usual source of non-energency nedica
care, their recent use of tribal and other nmedical and dental
facilities serving Native Anericans in their area, and

opi nions about the services provided at these facilities.
These data provide useful information for tribal | eaders and
heal th care nmanagers regarding health care utilization. In
addition, by ascertaining the proportion of respondents
utilizing tribal and other facilities, and what types of
people are the nost and |least likely to use them enables us
to estimate how well health behaviors and conditions m ght be
measur ed through clinic-based nonitoring.

More than half of male respondents and al nost two-thirds
of femal e respondents reported they prefer to | earn about
health and nmedical care by talking with a service provider.
Less than twenty percent said they would prefer audi o-vi sual
or printed material.

The majority of Indian men and wonmen reported that their
preferred source of health care advice was the Tribal Health
Centers. Less than 2% of respondents preferred private
medi cal facilities for this type of advice.

An even hi gher percentage, al nost ninety percent,

reported that their preferred source of non-energency health

care was the tribal Health Center or one of the other tribal

clinics. Less than 1% of nmen and 3% of wonen preferred a

private doctor or clinic for non-energency care.
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Only a small percentage of male and femal e survey
respondents had not used the Tribal Health Center for medical
care in the past year. The health center was used | east by
younger respondents. Anong those who have used the nedical
facilities of the health center in the past year, about half
think the services provided are good.

Among non-users of these services, the nmost commonly
cited reason for non-use, stated by nore than sixty percent of
them was that they had not needed nedical services. A total
of less than ten percent of respondents said their reason for
not using these services was either too long a long waiting
time, inconvenient hours or poor quality of care.

Less than ten percent of respondents had not used the
Tri bal Health Center Pharmacy during the past year. These
percent ages are highest anong younger people. As with nedical
care, the major reason respondents gave for not using these
services, stated by two-thirds of them was that they had not
needed to use the pharmacy in the past year. Less than ten
percent of respondents said their reason for not using these
services was either too long a long waiting tinme, inconvenient
hours or poor quality of care.

Al nost half of survey respondents had gone to a denti st
during the past year. These percentages are slightly higher
anong those in the higher education and incone categories. O

t hose who had gone to the dentist, over ninety percent of both
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men and wonen had used the Tribal Health Center dental
facilities. Among those who had used dental facilities in the
past year, nore than half of men and wonen thought that the
services provided were good.

As with the pharmacy, the nmajor reason respondents gave
for not using dental services, was that they had not needed
dental services in the past year. A total of |ess than ten
percent of nmen and wonmen said their reason for not using these
services was either too long a waiting tinme, inconvenient
hours or poor quality of service.

HI V/ AIDS/ STD'S: All respondents were read a |ist of
hypot hetical ways in which H V/AIDS can be transmtted and
asked whether, as far as they knew, AIDS could, indeed, be
transmtted by these neans. The results show that over eighty
percent of respondents knew that a person could be infected by
havi ng sexual intercourse with a person infected with AlIDS
sharing needles and at birth, if the nother was infected.
However, half of respondents thought, incorrectly, that
donating or giving blood is a means of AIDS transm ssion and
about a fourth thought being sneezed or coughed on by a person
infected with AIDS could cause transm ssion

About three-fourths of respondents reported that the
tribal Health Center or one of the other tribal clinics was
their preferred source of additional information on AlDS.

Correctly using condonms during sexual intercourse is an
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effective neans of preventing STD infection (including H V).
All respondents were asked whether they felt the use of
condons could prevent a person fromgetting AIDS or other
STDs. Only one-third of the respondents felt that condons
were totally effective in preventing AIDS and ot her sexually
transmtted diseases. In addition, one-fifth of men and wonen
said that condons are sonetinmes effective, but not 100%
reliable. Approximtely twenty percent of men and wonen felt
condons were not effective and over twenty percent said they
did not know if they were effective or not.

STRESS: Psychol ogi cal and enotional stress can be
i nportant factors in the devel opment of chronic di seases and
mental illness (Sonervell et al., 1989; Gol dberg, 1976). The
three surveys included several questions about support during
stress, possible indicators of stress and the occurrence of
stressful life events. Less than twenty-five percent of nen,
but nore than forty percent of wonen said they would turn to
their famly for support in tines of stress, while about
twenty percent of respondents of both genders would turn to
friends in such situations. Less than twenty percent of
respondents of both genders said they would turn to their
spouse or partner at such times and only about ten percent
woul d turn to a mnister or priest.

Ei ght percent of nen and nore than ten percent of wonen

reported that they had serious problens getting along with
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their spouse or partner. Less than five percent of nen, but
nore than ten percent of wonen said they had trouble getting
along with their children.

Approxi mately the same proportions of males and fenal es
(about two percent) reported that they experienced at | east
one major msfortune in the past year. These percentages
increased with age. About ten percent nen and wonen reported
that the |l oss was a death of soneone cl ose and about ten
percent of men and wonen reported a serious illness or injury
to thensel ves.

VWhen asked what proportion of the tinme they felt
depressed or downhearted, about ten percent of both nen wonen
reported all or nost of the time. Moire than half of both nen
and wonmen said this occurred rarely or never

ABUSE/ NEGLECT: About six percent of nmen and ten percent
of wonmen reported that they were abused as children. Simlar
percent ages of nmen and wonen, |ess than five percent,
respectively, said this consisted of enptional neglect or
abuse, and less than five percent of men and wonen said it was
physi cal abuse. Four tinmes as many wonen as nen, reported
they were sexually abused as children. Sone respondents
refused to say what type of abuse they were subjected to as

chi |l dr en.
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CONCLUSI ON

The | npact of Health Prograns on Behavi or anong Three
United South and Eastern Tri bes

The purpose of health education, health pronotion and di sease
prevention is to change behavior. As is evidenced by the behaviors
in this survey, Tribal health progranms need to noved to change the
direction and the focus of the provision of services within the
| ndi an Health Service and within Tribal Health Prograns.

During it’s infancy the IHS realized early that the health of
Nati ve People was a many faceted concept. In its adoption of Public
Health Practice, the IHS devel oped a two-pronged approach to health.
The first approach was the devel opnment of an infrastructure and
system for providing Health Care Services - a nethod to supply,
equi p, and man health stations, clinics, and hospitals throughout
| ndi an County. Today we see the result of this first concept, the
| HS provides health care to Indian People throughout the contiguous
United States and Al aska. The second concept was to devel op the
“public health approach.” This involved the use of non-nedical
personnel whose responsibility was to activate, notivate, and
eventual ly nmobilize Indian Conmunities to voice their community
health concerns as well as organize and bring resources to bear on
community needs. To many “old timers” it doesn’'t seemvery |ong ago
that many, if not all, Indian Communities did not have running water,
sewer or septic systenms, electricity, or even paved roads.

Si mul t aneously, many of the diseases that were inpacting the
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health and welfare of the communities existed because of

envi ronnmental conditions. Thus, the focus of “public health” was to
concentrate on the environment to begin an effort to manipul ate the
physi cal conditions that were cause for the continuing disease
trends. While the effort to change the environnent noved, it was

al so realized that this was only one half the equation. The other
half was to notivate the community to “change” itself.

In order to conbat disease, the individual, that individual’s
famly, and the society in which the famly lived, needed to becone
aware of the factors that made for illness, both in ternms of the
environment and in terns of behavior. Once the factors becane
understood, the individual, the famly or the whole comunity could
then nobilize thenselves to nove to action or find the resources to
begi n progress towards renoving di sease or social conditions.

Thus Public Health Education was introduced. Public Health
Educati on i ncl udes:

a. hel ping the communiti es becone award of the physical and soci al

conditions that were | eading themto becone ill;

b. educating individuals and fam lies on health practices;

cC. facilitating alternative actions;

d. Mobi | i zi ng comunity action groups to voice concerns;

e. Hel pi ng communities participate as consuners in partnership
with IHS;

f. Structure health information within the health care system and

the community, and,
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g. Advocate to the IHS and ot her resource groups on behal f of
Native Anmerican communities for resources to i nprove the soci al
and econom c conditions of Native Anericans.

Today, mnmuch of what exists in Indian Communities was initiated
by Public Health Education. Electricity, HUD Housing, food surplus
prograns, and even the introduction of the Save the Child Federation
was the result of the efforts, in part, by public health educators
and the practice of Public Health Education. Tinme has dinmed the
recognition of Health Educators and the contributions they nade in
the early fight to change Indian People’ s health. The key is change.

As the struggl e against infectious disease began to show
favorable results there was a resulting evolution of de-evolution of
Public Health Education. Wth the eradication of polio,
tubercul osis, inpetigo, parasites, trachoma, (the list is large), the
Public Heal th Education found itself becom ng narrower and narrower
in focus and scope. Eventually during the late 1970's and well into
the 1980"s Public Health Educators were reduced to the roles of
“patient educators” closely tied to the “Medical Mddel” in clinics or
hospitals, focusing on the sharing of health information, and
physi cal disease. While this nay seem appropriate, at the sanme tine a
new form of di sease was being recogni zed, that being, “disease of
choice”. This concept is based on the prem se that disease, today,
is the result of the individual choices that are made, choices that
result in alifestyle. In many cases the individual appears not to

have a choice, rather the social conditions that exist allow for
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i nvol venent in di sease whether one consciously makes the choice to
participate or not. Today, disease cones in the form of abuse,
al cohol, drugs, lack of education, |ack of exercise, economc
deprivation, and eating habits to nane a few. U timtely, these
behavi ors end up in the health care system requiring nore and nore
resource attention and care. Mre than ever there seens to be a need
for a specialized group of professionals who can deal with whole
communities in ternms of social epidem ology, social re-grouping,
organi zi ng and educati on.

This brings us to the present. Wthin the Indian Health
Service and within our Tribal progranms, it was and is apparent that
many of our professional-level personnel are not being utilized at
their full professional value. Because of the current node of
practice (health information dissem nation) many Health Professionals
and Tri bal Heath Personnel do not understand the true role of
educati on, again, education to change behavior. Likew se, many new
i ncom ng personnel are not required to practice “PUBLIC" health
education, and in sone areas are not allowed to practice “PUBLIC’
heal th education. Many barriers are in place that have led to this
concl usi on: Education within the Indian Health Service and in our
Tri bal Programs has become totally m sunderstood, m srepresented,
m smanaged, under utilized and ineffective. There is little in the
way of denonstration of inpact. While other “health disciplines” can
parade reduced rates of disease because of technol ogy, prevention is

hard to evaluate. W could continue to |ist those “things” that are
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in place that are reduci ng and constraining the practice of
preventati ve education, health pronotion, disease prevention.

VWi |l e many observati ons and concl usi ons can be nade as to why
t here has been a de-evolution of the Education, one fact remins -
there is a basic |lack of understanding as to what Health Educators
are “supposed to do”. Once there is an understanding of the purpose,
the practice, and the inplenentation of true “Public Health
Education” in it’s professional and discipline sense, one begins to
realize the potential of Health pronotion, disease prevention and
heal th education holds in noving whole comunities to again nobilize
in search of answers to social and psycho-social ills that are in
pl ace that acts as the foundations for illness and disease. It has
becone easy for all of us involved in health care to | ook for
scientific answers to all of our problenms. But we no |onger face
insects of infectious diseases. The science of human groups, their
inter-actions, belief systenms, nores, norms, expectations, and
hi stories now play a role as the nost inportant elenent in health and
wel | ness.

Thi s Report enphasizes the need for an understandi ng that of
all the Disciplines that exist in the IHS, Public Health Education
and Health Pronotion, Disease Prevention is a00 discipline which by
policy, is totally community based and provides the personnel to help
communi ties nmobilize people into action against disease. Public
Heal t h Education provides in the Public Health arena a neans to

create conditions that will nmove people to becone aware of the soci al
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factors in place as well as group behaviors that can be addressed to
begin true prevention. Qur greatest weapon today agai nst al cohol,
abusi ve behavior, child neglect, violence, drug use, school drop out,
and econom c deprivation lies not in a clinic or hospital. It lies

i n our understandi ng of ourselves, our personal and group obstacles,
and our understanding and belief in our own ability to solve those
obst acl es.

In conclusion, it is our belief that the greatest resource in

true prevention and novenent fromillness and non-wel |l ness no | ong
lies in medical or scientific know edge. It |lies in understanding
human dynam cs and the systens that support illness and non-wel | ness.

For all of us to continue with the m staken belief that "heath
education” equates to “health information” will continue to bypass a
resource that, if recognized, organized, and utilized to its fullest
di sciplinary practice could once again prove the nost val uabl e tool
in Indian Health. In the beginning of IHS, Public Health Education
proved itself an effective and invaluable tool in the fight against
di sease. In the belief that all things resolve, we once again face
obstacles that again require that communities nobilize all their
resources through Awareness, Recognition, and Action. It is our
belief that Education (not information) holds the key to unl ocking

t he potential of whole communities beginning to realize their power
to change el enents on their own behalf. The key lies in our

under st andi ng of the difference between Education and Information.

If we do not explore and understand the differences between education
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and information, we are re-enforcing the approach that hopes the
Sciences will sonmeday be able to solve human suffering. The
statistics revealed in this Report enphasizes that the mere mnedi cal
approach to illness and di sease is not enough. Success nust include
a conbi nation of the Science of nedicine in conbination with the

Human Sci ences to inprove wellness and alleviate illness.

Page 55 of 61



REFERENCES

Centers for Disease Control and Prevention. 1994. Tobacco use
by adults--United States, 1993.

Centers for Disease Control. 1989b. Pap snmear screening--
Behavi oral Ri sk Factor Surveillance System 1988. MWR 38: 777-
779.

Centers for Disease Control. 1988a. Preval ence of oral |esions
and snokel ess tobacco use in rural plains Indians. MWR
37:608-611

Centers for Disease Control. 1988b. Progress toward achieving
t he national 1990 objectives on inmmunization. MWR 37:613-
617.

Centers for Disease Control. 1986. Preval ence of overwei ght
in sel ected states--behavioral risk factor surveill ance. MWR
37:9-11.

Charl es- Azure J, Charles K 1988. Health practices and
behavioral risk factors for Native Anericans at two health
centers. Presented at the Anerican Public Health Association
116t h annual neeting, Boston, MA.

ol dberg EI, Comstock GW 1976. Life events and subsequent
illness. American Journal of Epidem ol ogy 104: 146- 158.

ol dberg HI, Warren CW Oberle MW Kinmball E, Helgerson S,

Wei nmann S. 1989. Measurenent of behavioral risk factor

preval ence anong Anerican |Indians. Presented at the Anmerican
Public Health Association 117th annual neeting, Chicago, IL.

Hal | RL, Dexter D. 1988. Snpkel ess tobacco use and attitudes
toward snokel ess tobacco anong Native Anmericans and ot her
adol escents in the Northwest. Anerican Journal of Public
Health 78:1586- 1588

ldler EL, 1993. Self-ratings of health: nortality, norbidity,
and neaning. In: Schechter S, ed. Proceedi ngs of the 1993 NCHS
Conference on the cognitive aspects of self-reported health
status. Hyattsville, MD: US Departnent of Health and Human
Services, Public Health Service, CDC, National Center For
Health Statistics, 1994: 36-59 (National Center For Health
Statistics working paper; series no. 10).

| ndi an Health Service. 1994. Trends in Indian health. U S.
Departnment of Health and Human Services, Indian Health
Servi ce, Rockville, ND.

Page 56 of 61



| ndi an Health Service. 1988. Mintana Anerican Indian Health
Ri sk Assessnent, Bl ackfeet Reservation and Geat Falls, 1987.
| ndi an Health Service, Billings, M.

lrwin K, Cberle MW Kinball EM 1990. Teen pregnancy in
Washi ngton's Native Americans. Washington Public Health 8:14-
15.

Justice JW 1988. Contrasting cancer patterns in two Anmerican
I ndian tribes. University of Arizona, Native Anmerican Research
and Training Center, nonograph series.

Koblin BA, Townsend TR. 1989. Immunity to di phtheria and
tetanus in inner-city wonmen of childbearing age. Anmerican
Journal of Public Health 79:1297-1298.

Marks JS, Hogelin GC, et al. 1985. The Behavioral Ri sk Factor
Surveys: |. State-specific preval ence of behavioral risk
factors. Anmerican Journal of Preventive Medicine 1(6):1-8.

Mosher WD, Pratt W-. 1990. Contraceptive use in the United
States, 1973-1988. National Center for Health Statistics,
Advance Data fromVital and Health Statistics No. 182
Washi ngton, DC. Governnent Printing O fice.

Nadel man EA. 1989. Drug prohibition in the United States:
costs consequences, and alternatives. Science 245:939-947.

Nati onal Center for Health Statistics. 1989. AI DS know edge
and attitudes for January-March 1988: provisional data from
the National Health Interview Survey. Advance Data from Vital
and Health Statistics, No. 176 DHHS Publicati on No. (PHS)89-
1250 Washi ngton, DC. Governnment Printing Ofice..

Peterson LS, 1995. Contraceptive Use in the United States
1982-90: Advance Data From Vital and Health Statistics; No.
260. Hyattsville, Maryland: National Center for Health
Statistics.

Public Health Service. 1980. Pronoting Health/ Preventing
Di sease: objectives for the nation. Washi ngton, DC. Depart nent
of Health and Human servi ces.

Public Health Service. 1989. Reducing the health consequences
of smoking: 25 years of progress: A report of the Surgeon
General. Rockville, MD: U.S. Departnent of Health and Human
Services publication no. (CDC)89-8411.

Public Health Service. 1986. The health consequences of using
snmokel ess tobacco: A report of the advisory conmttee to the

Page 57 of 61



Surgeon General. Rockville, MD: U S. Departnent of Health and
Human Servi ces publication no. (NIH)86-2874.

Rhoades ER, D Angelo AJ, Hurl burt WB. 1987. The Indian Health
Service record of achievenent. Public Health Reports 102: 356-
360.

Rhoades ER, Hammond J, et al. 1987. The I ndi an burden of
il ness and future health interventions. Public Health Reports
102: 361- 368.

Shafer F, Frost F, Grichuhin T, Thomas J. 1985. Age- adj usted
death rates, Washington State, 1968-1983. Washi ngton State
Department of Social and Health Services, Oynpia, WA

Sonmervell PD et al. 1989. Psychol ogical distress as a
predi ctor of nortality. Anmerican Journal of Epidem ol ogy
130: 1013-1023.

U S. Preventive Services Task Force. 1989. Guide to Clinical
Preventi ve Services: an assessnent of the effectiveness of 159
interventions. Baltimre, NMD: WIllianms and W ki ns.

U.S. Departnent of Health and Human Servi ces. Physi cal
Activity and Health: A report of the Surgeon General. Atlanta,
GA: U. S. Departnment of Health and Human Services, Centers for
Di sease Control and Prevention, National Center for Chronic

Di sease Prevention and Health Pronotion, 1996.

Washi ngton State Departnent of Social and Health Services.
1989. Meno from Gene Soboda.

Wlliams WVWet al. 1988. |Imunization policies and vacci ne

coverage anong adults: the m ssed opportunities. Annals of
| nternal Medicine 108: 616-62530

Page 58 of 61



ATTACHMENT
A

“The Impact of Health Programs
on Behavior
Among
Three United South and Eastern Tribes”

COMPARISON CHARTS:

St. Regis Mohawk Tribe
Mississippi Band of Choctaw
Passamaquoddy Pleasant Point Tribe
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ATTACHMENT
B

ORIGINAL PROPOSAL:
“The Impact of Health Programs
on Behavior
Among
Three United South and Eastern Tribes”
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ATTACHMENT
C

STATUS REPORT:
“The Impact of Health Programs
on Behavior
Among

Three United South and Eastern Tribes”

1. Sample Status Report
2. Schedule of Visits
3. Time Lines
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